Psychological and
Physical Trauma:
Treating the Whole Person
Survivors of physically disfiguring injuries require physical, psychological,
social and occupational assistance to successfully rejoin society.

by Patricia Blakeney, Ph.D.
and Daniel Creson, M.D.,
Ph.D.
Su rvivors of physically disfiguring
trauma, regardless of the cause, have expe rienced a series of assaults o n the mind
as well as on rhe body rhat present ext raord inary c hall enges to hum a n
resilience. For the past 17 years, one of
the authors (Or. Blakeney) has worked
closely with children and adults who have
been severely burned. For burned individuals, the trauma of injury inevitably
results in di sfigurement, sometim es scars
that can be eas ily h idden bu r more often

such survivors can expect; and consequently, research has developed around
the issues of facilitating the successful
adaptation ofthe survivors as whole persons.
The cooperation a nd generosity of
bu rn survivors and their famil ies has allowed smd ies of t h eir long-te rm
psychological and social adaptation . They
endured the tedious procedures of filling
out standardized psychological questionnaires year after year, and they shared
information with us char allowed us to
co llect large amounts of data. As we analyzed these data , we have developed a
"model" to help us understand wh at factors support rhe remarkable resilience of

changed and disfigured , such as burn
scars or a mputations.
The "trauma" for the survivor is
complex. T he injurious event is traumatic, but there is also trauma stemming
fro m treatment rhar can be excruciatingly
painful, likened by many to torture. The
physical changes in the survivor's body
are permanenr reminders of the fear, sadness and pain they have endured. The
reactions of others to their changed bodies presents survivors wirh the additional
trauma of feeling rejected, isolated , un worthy and humiliated.
Perso ns who have been physica lly
"normal " and rendered disfigured by traumatic insult, no matter how young or old,
must recreate themselves. T hey must d iscover new ways of moving thei r changed
bodies in orde r to accomplish tasks that

The physical changes in the survivor's body are permanent
reminders of the fear, sadness and pain they have endured.
sca rs rhar arc noticeable. In fact, 20 years
ago, it was gene rall y accep ted in th e
United States that person s with massive
burns could nor survive; and it was generally believed that, if such a person did
survive, they would be so unhappy that
rhey would want to die. Burn survivors
were construed as the monsters of literature and fllm.
In the last two d ecades, scie ntific
work has led to greatly improved resuscit a ti on, nut ritio n , managem e nt of
infections a nd surgical tech n iques. Now,
in burn centers in the Un ited States and
in many parts of the world, people with
full-thickness burns of over 90 percent
of thei r bodies can be expected to survive-especially if they are young an d
healthy. That accomplishment has raised
many questions about the quality of life

many survi vors of rhe worst ordeals.
This model, wh ich we have called a
"habili tation" model, nor only has guided
the treatment of burn survivo rs roward
improved outcomes, bur is a model we
use in our work in hum an itarian aid prog rams- in reaching sta ff and in
developing programs to assist people who
suffer complex uaumatic eventS of diverse
types in different cultures. We have used
rhis model now in many different parts
of rhe wo rld, and in the aftermath of
natural d isasters as well as political and
mi li tary viole nt co nflict. Although th e
model applies to persons who have on ly
psychological trauma, fo r chis article we
will focus on those individuals w ho, in
addition ro a te rrifying psycho logical
event, also have experienced physical injur ies cha r leave their bodies for eve r
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once they completed easily. They must
find new identities to fir new body images. Whether for young children or for
adulcs, this process is complex and arduous.

What Survivors Have
Taught Us
Contrary to what might be expected ,
empirical data regarding the long term
sequelae of b urn inj ury indicate ch at
many burn survivors achieve a quali ty of
life that is sa tisfying to them, and that
most are judged by external criteria to be
well-adjusted individuals. Only 30 percent of any given sample of adult burn
survivo rs consisren dy demonstrate moderate to severe psychological and/or social
difficulties (Andreasen & Norris, 1972;
M alt, 19 80; Faber er al, 1987; Parrerson

et al, 1993). Outco me studies of pediatric burn survivors also indicate that man y
ch ildren who have been burned adjust
well, although rhe incidence of psychopathology may be somewhat higher than
for adults (Stoddard et al, 1989a; Stoddard
et al , 1989b). In each sample srudied we
have fou nd a group of 20-50 p ercent of
rhe subjects who experience mild ro modera te diffi c ulties wi th adj u stment
(Blakeney et al, 1988; Blakeney et al,
1990; Blakeney er al, 1993; Blakeney &
Meyer, 1994; Meyer er al, 1994).
T he focus of our research has been
to discover those factors rhar seem necessary or important to good recovery. In
each study (referenced above) we have found,
somewhat surprisingly, that rhe extent of rhe
injury, the presence of amputations, the
depth of the burn and the area of the body
burned andlor scarred are nor determining
£'1ctors of good psychosocial recovery. T he
age ar which the individual was injured also
has nor been shown to relate to later adjustm ent. Intellige nce does nor relate
significantly ro adjustment (although we
have never included mentalJy reta rded
indi viduals in ou r studies, ir seems likely
tha t there would be so me effect). The
immediate emotional response of the
patient a nd/or the patient's famil y also
does not predict adj ustment.
T here are two important facrors that
we have fo und in repea ted studies to be
related to psychological and social adjustm ent. Fortunately, these two fa ctors can
be fac ilitated by th e work of persons
sk illed in psychotherapy. The enduring
quality of fam ily support received by rhe
patie nt and rhe willingness o n the part
of the patien t to take social risks appear
to play critical roles in the adaptation
process, together accounting for most of
the variance in adjustment.
The facto rs associated with poor
prognoses for psychosocial adjustment
are, in addition to social shyness of rhe
individual, an acceptance within the family of dependence, i.e. a wil ling ness to
wait for "others" to provide what is needed,
a learned helplessness. A lack of family
cohesion and high conflict within the family are correlated with poor adjustment.
Children indices of paren tal stress, parental depression and parental guilt beyond
the fi rst year post-injury are very strongly

related ro a child's troubled adjustment.
Individuals who make good psychosocial recoveries are social risk takers,
extraverted people who reach out toothers. They live in families (and th is does
not mean that all m embers li ve in rhe
same household or that all are actually
biologically related-rather, it is the fam ily in ter m s of how t h e ind iv iduals
perceive themselves) where there is a feeling rhat all fami ly members will support
each othe r in rimes of need. In other
words, there is a quali ryofcohesion with in
the family. They are fam il ies who value
and encourage autonomy of the individua ls within th eir gro up. They valu e
organization ro the extent rhar ir facilitates
fim crion. Expressiveness ofindividual ideas
is encouraged. Conflict is managed so that
it is nor excessive. Such £'1milies are more
likely to promote high self-esreem , good
social skills and positive adjustment in any
individual- injured or otherv.,rise.
H owever, so me evidence sugges ts
that families of physically traumatized
individuals may invest extrao rdinary effort in developing these values in order
to assist res ilience in the ir survivo r. We
have recen tly exami ned data from two
samples of traumatized families: those of
head-injured children and those of burninju red children. We fo und both groups
ro be significa ntl y higher than the normal refere nce group on th e fa ctors of
fami ly cohesion, moral-religious values
and organization . When we separated the
"troubled" children out, we again fou nd
the families of the more resilient chi ldren
to be characterized by exceptionally high
cohesio n and organ ization a nd significantly diminished conflict.
O ur data also indicates rha r adaptation is a process w hich occurs over time.
In itially, all families of traumatized persons are themselves tra umatized and
exhibit symptoms commo n to trauma
survivors. Within about six months postburn, parents of burned ch ildren begin
to return to normal functioning. By two
years post-burn rhey appear on standardized rests, as a group, no different from
normal, non-clinical reference groups.
T he survivors themselves also begin to
have diminished problems at one year
post-burn, a nd by two years appear, as a
group, to have no more difficulties than
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th e non -cl ini cal refe re nce g roups on
wh ich the tests are standardized. This is
not ro imply that they achieve rhis "normalcy'' easily, nor that they live witho ut
psych ic pain. However, they learn ro cope
and fi nd ways of being happy.

Guidelines for Treatment
T hese findings yield guidelines for
psychosocial interventions with physically
disfigured and traumatized individuals.
1. The patient is assumed to be a
normal person and is expected ro fully
recover, and full recovery involves go ing
through a difficult process over an estimated period of about two years.
2. Difflculries during the adaptation
process are no rmal experiences of persons
struggling to develop new lives, new body
images, new ways of feel ing good abou t
th emsel ves. Uncomfortable symptoms
may be managed with medication w hen
available ro facilitate rhe patient's work;
for example, symproms of sleep d isturbance and/or flashbacks may be treated
with low doses of an antidepressant so
that rhe patients can sleep better, concentrate and be actively in volved in their
lives. We do not treat th em as if we expect them to remain trauma victims with
symptoms wh ich must be medicated fo r
a long period of time. In fact, most of
o ur patients remai n on very low doses for
less than one year.
3. T he family group, however rhe
patient defines "family," must be included
in rhe patient's treatment; in fact, the family (as a unit including the individual)
becom es the patient for the psychotherapist. It is no r always possible to include
all members of a fami ly in actual sessions,
but it is always important ro remember
the whole fami ly. The needs of each mem ber should be addressed as rhe fami ly
system changes to adapt to the new constell ation, which includes a phys ical ly
disfigured, physically injured person. T he
long-term well-being of the patient depends very much on the wel l-being of the
others in the family. Work with rhe family should promote autonomy as well as
cohesion, so that each member can feel
valued and supported by the others.
4. Training and practice toward selfeffi cacy, particu larly in rhe domain of

social skills and social risk-raking, are important elements of treatm ent for
physically disfigured persons. They must
learn to deal with predictable hurtful reactions from naive observers, and learn
to make themselves so lovable that people
will be fond of their physical differences.
5. The psychotherapist can help the
patient in defining a new self-image. ln
the early months or years, the patient is
encouraged to overcompensate and enjoy the positive identification of "hero."
The survivor is commended for rehabilitation gains and social accomplishmenrs.
Each victory is celebrated.
As the patient's physical and psychological adaptation s tabilizes, the
psychotherapist can assist the patient in
resisting the temptation to remain satisfied with the identity of"heroic survivor."
This role invites the survivor to strive to
achieve expectations that are unrealistic,
attempting to deny unhappiness or anger or pain. The task of the psychotherapist
is ro make explicit the expectation thar
each burn survivor is a human individual
who can be strong and competent, optimistic and autonomous and also can have
moments of sadness, despair or rage. Such
uncomfortable human feelings must be
validated. The psychotherapist can guide
rhe patient to accept vulnerabilities and
flaws without detracting from rhe overall positive evalua tion of "self. " The
person who has been the "heroic trauma
survivor" can become a competent, interesting individual who also once survived
a serious injury and a terrifYing experience.

Also, many countries have a social
tradition of, on the one hand, overprotecting in dividuals with disfiguring
conditions and, on the other hand, rejecting and ridiculing them. Both of these
attitudes are more crippling to the individual rhan the physica l condition.
Human beings are remarkable in their
creativity; they can devise ways of achieving their goals when rhey feel supported
and encouraged. One young boy, who
recently had lost much of his hearing and
had all four limbs amputated following a
terrible explosion, was asked if he had any
impairments. He answered "] do nor
know." Thinking that perhaps he did nor
understand rhe question, Dr. Blakeney
said, "You know, some peopl e would
think you were impaired by nor having
your arms and hands." He responded,"[
know, but I don't know if 1 am or nor
yet." That boy is now a grown man, living in an apartment by himself with a
helper dog, driving his own truck and
attending a university. His life has been
very difficult, and he is nor always happy.
He always wishes, at some level, that he
had his old body back. And, he would be
happi e r if he had found his dream
woman. But, he has accomplished much;
he is optimistic, enjoys friends and he has
hope for rhe future. H e has always had
rhe attitude rhat he does not know what
his limitations are. And the dara and clinical experience we have gleaned, teaches
us that we also cannot define rhe limitations of human resilience. •
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Dr. Chaz Holder developed Socketless Technology for prosthetics, a
revolutionary approach to prosthetic care. In this article, his colleague
describes this technology and its many applications.

Practical Considerations
In most of rhe countries where we
have worked, professionally trained psychotherapists have nor been readily
available. However, in our model, where
we talk about the "psychotherapist" we
refer to a person who is trained in the
role of a therapist, i. e. one who guides
and accompanies the other through a
journey. Such a person must be gifted
with empathy and must like people; other
skills can be taught, regardless of educational background. However, it is most
helpful if ongoing consultation and supervision can be arranged to be provided
by a well-trained expert.
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by Ruth J. Clark, CZ BioMed
Every individual with a disability
desires the same three things:
l. A high quality of life
2. The freedom to pursue that life,
including employment opportunities
3. Free and open access to the
communi ty in which he or she lives
Am purees, regarcUess of the country,
society or culture in which they live, are
no exception. High -quality prosthetic
care is especially crucial to amputees who
live in agrarian, non-technological societies where tilling the fields, grinding
grain and cooking meals are all done with

few or no mechanical aids.
Traditionally, arti ficial limbs have
been constructed utilizing a socket, individually fabricated to fit the residual limb.
Socket!ess Technology for Prosthetics
challenges conventional prosthetic wisdom by bio-mechanically replicating the
function of the socket without the form.
This technology was conceived by the late
Dr. Chaz Holder (1947-2002), himself
a t riple amputee, who undersrood all aspects of am puree care from both the academic and the wearer point of view. Dr.
Holder started developing the concept of
socketless prosthetic technology in the
mid 1990s. During the last one-and-a-
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half years of his life, he wore a socketless
above-knee prosthetic, and work is continuing on the socketless below-knee and
above-elbow designs.
When Sockerless Technology was
first created, Holder was aware of the specific needs of humanitarian prosthetic
missions. The requirements of amputees
around the world are rhe same, regardless of the political and economic conditions rhey live in . Key requirements ro
ensu re successful and continued prosthetic use are:
• Comfort and light weight
• High functionality
• Minimized secondary impact (heatand friction-related skin breakdown)
• Durability
Our first release, Below-Elbow
Socketless Technology, has proven to be
a superb solution to these problems, par-

